Trivalent subunit influenza vaccines are 70-90% effective3 and safe, with mild side-effects in less than 10% of recipients.4 Immunisation of health-care workers can reduce exposure to, and illness and death from, influenza among patients in long-term care facilities5 even with modest uptake rates6 (at an estimated cost of £51-405 per life-year saved), as well as reducing infection and absenteeism among health-care workers that have been immunised (with estimated savings of £12 per vaccinee).5 In a bone-marrow-transplant unit in the USA, increasing immunisation uptake from 12% to 58% among health-care workers, was associated with a reduction in nosocomial influenza infections from 14 to 4 cases per 10 000 patients days.7
Despite this evidence and recommendations by major health authorities for yearly immunisation of health-care workers,8 uptake is often poor (less than 30%). Immunisation uptake rarely exceeds 60%, even when vaccine is free and easily accessible,5 and 9 which is inadequate to protect the most vulnerable patients, many of whom are unimmunised because of immunosuppression or comorbidities. Uptake can be increased by various interventions, including staff education, active promotion, incentives, declination forms, clinical leadership, and provision of free vaccine at convenient locations, such as mobile carts,8 and 10 but increases are often modest and difficult to sustain over successive seasons.11
The limited success of these interventions suggests a need for stronger action.12 At Virginia Mason Medical Centre, WA, USA, a programme of mandatory immunisation of health-care workers achieved 98·5% uptake. Nurses that were members of a union were exempted, following successful legal challenge by the Washington State Nurses Association; nevertheless, 90% of them accepted immunisation, voluntarily, in support of colleagues that were not members of a union, for whom it remained mandatory.13
The reasons for health-care workers not being immunised against influenza include fear of sideeffects, a belief that influenza is not serious or that vaccine causes illness, and insufficient time.10 and 14 When health-care workers accept immunisation, self-protection, rather than protection of patients, is often the dominant motivation;9 and 14 health-care workers report they would be more willing to be immunised against pandemic influenza, which is perceived to be more dangerous than seasonal influenza.15 Whether health-care workers are aware of the risks to patients of nosocomial influenza or factor this into their decisions is unclear.
Mandatory immunisation of health-care workers raises complex professional and ethical issues. Arguments in favour are clear: influenza is serious and potentially fatal in vulnerable patients; the risks to patients can be reduced by a safe vaccine for health-care workers, who also benefit; and traditional strategies to improve uptake by health-care workers consistently fail. These facts suggest that mandatory immunisation is ethically justified and, if implemented appropriately, will be acceptable.13 But rational arguments are not enough. To be acceptable, a mandatory programme of immunisation of health-care workers needs leadership by senior clinicians and administrators; consultation with health-care worker and professional organisations; appropriate education; free, easily accessible vaccine, and adequate resources to deliver the programme efficiently; provision for exemptions on reasonable medical grounds; and appropriate sanctions for those who refuse immunisation. For example, health-care workers that are not immunised should be barred from contact with patients during the influenza season.
Health-care workers accept a range of moral and other professional responsibilities, including a duty to protect patients in their care from unnecessary harm and to accept reasonable, but not unnecessary, occupational risk such as exposure to infectious diseases. They also accept some restriction of liberty, in the form of workplace rules, as a condition of employment such as bans on smoking and alcohol consumption or a uniform or dress code. While immunisation is often seen as something that people have a right to accept or refuse, freedom to choose also depends on the extent to which the choice affects others. In the health-care context, the autonomy of health-care workers must be balanced against patients' rights to protection from avoidable harm and the moral obligation of health-care workers not to place others at risk. It has been claimed that mandatory immunisation could damage staff morale and infringe bodily integrity, civil liberty, and, potentially, freedom to work.16 However, these claims are often made without evidence or reference to the clinical or professional context and without appreciation of policy implementation strategies to minimise adverse effects. Any hypothetical damage to staff morale from a mandatory immunisation policy must be balanced against damage from an avoidable death from influenza, of a patient who has survived a bone-marrow transplant or major surgery. Staff morale and professional autonomy can be protected through consultation and sensitive implementation of a mandatory immunisation programme.
Compelling arguments for mandatory yearly immunisation of health-care workers have been made repeatedly 12, 17 and 18 without compelling rebuttals. The ethical discourse has run its course-it is time to act, to introduce policies with appropriate precautions, and to monitor their effect to ensure optimum benefits and minimum adverse effects.
We declare that we do not have any conflicts of interest.
